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REST, BED REST AND HEART DISEASE 


There has been considerable discussion in recent 
months concerning the value of rest in the treat- 
ment of heart disease.'”.* The time-honored dictum 
of “rest in bed” is being reappraised and challenged. 
It spears that there is much reason to question the 
wisdom of our former methods, but confusion will 
result if care is not taken to analyze the exact state 
of affairs and the particular aims and problems in- 
volved. As is well known, rest to the affected part 
is a fundamental principle in the treatment of most 
diseased organs. A fractured bone is put in a splint, 
a lung is immobilized by pneumothorax to put the 
affected parts at rest. Likewise, patients with heart 
disease have been put to bed to decrease the work 
of the heart, for ig rest of the heart obviously 
cannot be obtained. However, when a cardiac is put 
to bed the situation is not quite the same as with 
some other types of gage Many cardiacs have 
been kept in bed weeks or months, not days. They 
are often weak, cannot move around very much in 
bed, often have abdominal distention, frequently 
have a slow and feeble circulation, may have a poor 
appetite and suffer from under-nutrition, are apt to 
be laboring with poor respiratory function, and many 
are elderly. All this is quite different than the situa- 
tion that exists when a young man with active pul- 
monary tuberculosis is bed-ridden for months. _ 

Another important difference to be appreciated 
in trying to rest the heart is that it really consists 
of two organs, the right and left portions of the 
heart. A given effect on one side may produce a 
favorable result on the other in one case and an un- 
favorable one in another case. As will become clear 
later, under certain circumstances rest in bed may 
actually increase the work of the heart, a result of 
rest that is unique and does not occur with many 
other organs of the body. : 

In discussing the value of rest in the treatment 
of heart disease we must scrutinize its application 
in different conditions. Its effect may be quite dif- 
ferent in a young child with active rheumatic 
carditis than in an adult with hypertensive heart 
disease and pores smal nocturnal dyspnoea. Like- 
wise, it may be different for a case of acute coronary 
thrombosis in a man 40 years old than in a man 75 
years old. The age, the economic and domestic fa- 
cilities available need to be considered. Insufficient 
thought is often given to the economic and psycho- 
logical effects of prolon invalidism on the patient. 
Finally, we n to distinguish between rest and 
rest in bed, because the actual bodily position as- 
sumed by the patient when he is recumbent in the 
ordinary is of considerable importance. 

Let us now consider the effect of bed rest on the 
dynamics of the circulation. rest and re- 
cumbency tend to — a slight fall in blood pres- 
sure, a slowing of the pulse and a decrease in the 
basal metabolic demands of the body. All this would 
decrease the work of the heart. However, there are 


other effects that, although unimportant in patients 
with a normal heart and also in many forms of heart 
disease, may act deleteriously in some cardiacs. 
When the patient has peripheral edema, and even 
if this is not perceptible, there is a greater flow of 
body fluids from the tissue spaces into the veins and 
therefore into the right side of the heart, during the 
period of recumbency than when the patient is up- 
right. This increases the total blood volume, which 
already is almost always increased in congestive 
failure. The result is just the opposite of what we 
aim to produce, as improvement in most instances 
accompanies a decrease rather than an increase in 
blood volume. In fact, phlebotomy is practiced, and 
often successfully, just for this purpose. 

Some of these c ~~ in the circulation have 
been investigated by Perera and Berliner.‘ They 
found that the assumption of the horizontal position 
in patients with nocturnal paroxysmal dyspnoea and 
in normal individuals caused a decrease in serum 
concentration (dilution from increased blood vol- 
ume) and a slight increase in venous pressure in 

oth groups. The serum protein was also found to 
rise toward the normal levels in patients about fif- 
teen minutes after the attacks of dyspnoea were 
over. It follows from these observations that recum- 
bency produces hemodilution and an increased blood 
volume as a result of the flow of fluid from tissue 
spaces into the blood stream. This change in the 
dynamics of the circulation may be temporary, but 
while it occurs it is harmful, for it increases the 
work of the right side of the heart and affords a 
clear-cut example in which rest of the entire body 
makes one particular ~ of the body (the right 
side of the heart) work more. When the right side 
is able to respond to the increased burden, it delivers 
more blood into the pulmonary circulation. Difficulty 
may now arise if the left ventricle is not able to 
1 or to receive this added volume of blood per 
unit of time. In cases of left ventricular failure 
pulmonary congestion may grow worse because of 
the inability of that side to keep pace with the right 
side. The same may be true in cases of marked mitral 
stenosis, for the added blood may not be able to 
flow through the narrow valve and will back up into 
the left auricle and pulmonary vessels. 

To be sure, the above changes do not, in most 
cases, result in any appreciably harmful effects. 
Other therapeutic measures that are being carried 
out simultaneously, such as digitalis administration 
and diuretics, are sufficiently effective to undo and 
mask the slight untoward influences. On careful ob- 
servation, however, it will often be noted that car- 
diacs become slightly worse for a few days after 
being put to bed, before they begin to improve. Some 
years ago’ I made a few casual observations on the 
vital capacity of the lungs and the velocity of blood 
flow fan before putting cardiacs to . One or 
two days later it was found that the former de- 
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creased and the latter slowed slightly before real 
improvement began. This is fairly convincing evi- 
dence that for a while the circulation was in a poorer 
state. It is only when the underlying treatment of 
the cardiac condition is not very successful that we 
see the gross evidence of the harm done by. rest in 
bed. We may then see a patient become more and 
more breathless or develop definite hydrothorax, not 
resent a few days before when he was er: 
ften the physician erroneously assumes an opti- 
mistic attitude because the eedema of legs has dis- 
appeared, when as a matter of fact, the fluid has 
merely shifted from the legs, where it was harmless, 
to the lungs, where it was suffocating the patient. 
It is curious that the medical profession and the 
laboratory investigators have been so slow in ap- 
reciating these deleterious effects of rest in bed. 
ur patients have always been aware of them. Many 
have constantly told us that they felt quite comfort- 
able during the day while they were up and about, 
but dreaded the night. They were in distress only in 
bed, some even being able to do their customary 
work during the day. Furthermore, they almost in- 
variably insisted that when they became short of 
breath in bed, relief would be obtained by sitting 
straight up with their feet hanging down, or by 
getting out of bed and walking around. With equal 
oe oy we would insist that they remain in 
and did make them tolerate their distress by the 
hypodermic use of morphia. Although, no doubt, 
other factors may be involved, the first obvious in- 
ferences from these clinical experiences is that the 
posture of the patient and the effect of gravity on 
the circulation must be most important in the pro- 
duction of these distressing symptoms. 
The foregoing considerations do not apply to all 
types of heart disease. When the element of con- 
stive failure or imbalance of the two sides of the 
eart are not involved, rest in bed in the recumbent 
position will have none of these ill effects. They do 
not militate against bed rest for active rheumatic 
fever, acute rheumatic heart disease, subacute bac- 
terial endocarditis, acute coronary thrombosis (in 
the absence of pulmonary edema), angina pectoris 
and many other cardiovascular conditions. It does 
not follow that bed rest is even necessarily indi- 
cated in all these states, but the absence of the 
threat of serious pulmonary congestion renders in- 
— the effect of the changes in dynamics that 
follow recumbency. We, therefore, have to analyze 
roblem carefully to see whether the burden put 
e pulmonary circulation by the recumbent posi- 
tion can be well tolerated and to weigh the various 
ne in the entire — of rest in bed. 
Entirely apart from the effect on the heart, pro- 
longed treatment in bed involves other possible haz- 
ards. The most serious of these is phlebothrombosis 
and pulmonary embolism. All physicians are becom- 
ing more and more aware of the alarming number 
of deaths that result from this complication in all 
sorts of patients who have been hospitalized and 
confined to bed for one reason or another. This } eng 
lem has been emphasized quite recently by oy 
It applies not only to post-operative cases, young 
and old, but to all sick patients who are bed-ridden 
for any appreciable time, and particularly to car- 
diacs and to the elderly. Many a case of heart failure 
is put to bed with a resultant temporary improve- 
ment of his cardiac state, only to suffer greater dis- 
ability during his “convalescence” or to succumb as 
a result of a phlebothrombosis of the deep veins of 
the legs and fatal pulmonary embolism. This serious 
complication is more likely to occur if the patient 
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is very immobile or debilitated, if there is abdominal 
distention producing pressure on the pelvic veins, if 
the circulation is slow and if the patient has required 
sedatives for discomfort or pain. 

Other complications of prolonged strict confine- 
ment in bed may be the development of hypostatic 
pneumonia, atelectasis of the lungs, bed sores, rarely 
renal stcnes and bladder difficulties. Men frequently 
find it irapossible to urinate and require catheteri- 
zation, with its hazard of infections. Some elderly 
individuals with prostatic hypertrophy, who pre- 
viously were able to void, develop urinary retention. 
These difficulties might have been avoided if they 
had been allowed to stand up to urinate. Finally, the 
economic and psychic consequences of prolon 
confinement in often are disastrous when they 
might have been avoided or mitigated by shortening 
the program of rest. Many patients with acute 
coronary thrombosis or slight congestive heart fail- 
ure are kept away from work for many months 
when a much shorter period would have n ade- 
quate. They never return to any useful occupation 
or are relegated to some inferior position with 
devastating effects on the morale and sociologic 
position of the patient and his family. 

It is possible to avoid some of the undesirable con- 
sequences of bed rest in the treatment of heart dis- 
ease. The ordinary bed may be made to tilt down- 
wards from head to foot by placing 9-inch blocks 
under the head ome In this way the effect of 
gravity may tend to diminish the tendency to in- 
crease the return flow to the right side of the heart 
in cases where pulmonary congestion is the main 
hazard. At times a period of rest in a chair is pref- 
erable to confinement in bed, and may prove life 
saving. Many cases, especially of ey! left ven- 
tricular failure, are better treated if during the 
period of rest they are allowed to sit in a chair for 
a good part of the day and to walk around the room 
for short periods, using the inclined bed to sleep in 
at night. Even when patients are kept in bed, it often 
is wise to permit them to go to the bathroom or to 
use a commode for bowel or urinary purposes. When 
a period of confinement in bed is employed, leg exer- 
cises and other methods peripheral 
thrombosis should be instituted in appropriate cases. 


CONCLUSION 


There is both clinical and laboratory evidence to 
support the belief that rest in bed may produce 
harmful effects, particularly in certain cardiacs. The 
recumbent positicn causes changes in the dynamics 
of the circulation that may greatly embarrass the 
circulation in patients with actual or threatened pul- 
monary congestion. Phlebothrombosis and pulmon- 
ary emboli are frequent complications in patients 
confined to bed. These and other considerations need 
serious attention in outlining a course of rest trea 
ment for patients with heart disease. : 

Samuel A. Levine, M.D. 
Boston, Mass. 
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